Introduction
Inflammatory bowel disease of unknown aetiology presents a challenging therapeutic problem for physicians and surgeons alike, and such patients benefit from good combined medical and surgical cooperation'. In many instances the symptoms at presentation are not sufficiently severe to require surgery', although a few patients present with a complication which indicates that surgery should be the primary treatment2. However, the timing and choice of operation in inflammatory bowel disease may be difficult3. Ulcerative colitis, a disease which can be cured by surgery, often responds well to medical treatment; by contrast, Crohn's disease frequently requires surgery for complications despite the fact that recurrence after operation is common. It is against this background that we report the management of a group of patients with inflammatory bowel disease.
Patients and methods
In the years 1972 to 1983 inclusive, patients with inflammatory bowel disease presenting to PFS had a careful record made of their clinical details on presentation, treatment, details of any operation, complications and follow up.
This paper excludes those patients who had had previous definitive surgery for inflammatory bowel disease and those with infective, transient4 or ischaemic colitis. We present here the reasons for operation, the type of surgery performed and the immediate complications.
Although it is clear that Crohn's disease can affect many parts of the gastrointestinal tract, the disease is usually predominantly in one area and for simplicity of recording we have subdivided Crohn's disease into ileal disease, colonic disease, distal disease and other areas according to the site of the major disease process. Ulcerative colitis is divided into colonic disease and distal disease.
Results
Of 362 patients with inflammatory bowel disease who presented between 1972 and 1983, 166 had some form of definitive surgical treatment. Table 1 shows the principal area of bowel involved and the number of patients treated surgically.
All patients with ileal disease and 'other' noncolonic sites had Crohn's disease. Those with total or subtotal colonic disease were more difficult to classify, especially if they were not treated surgically, but using clinical and histological criteria we believe that in the colonic group 95 patients had ulcerative colitis and 74 patients had Crohn's disease; 18 patients could not be placed into either category with certainty. In the proctitis group, 63 were considered to be 'ulcerative colitis', 22 were Crohn's disease and 4 were unclassified.
Indications for operation
Ileal disease: Most patients presented with ill health, weight loss, some bowel disturbance and abdominal pain, which was frequently colicky. Vomiting was uncommon. This combination of symptoms we referred to as 'routine ileal symptoms'. Table 2 shows the presentation and additional features which led to operation. A significant minority had an urgent presentation.
Colonic disease: The indication for operation in colonic inflammatory bowel disease was roughly equally divided between failure of long-term medical management and urgent indications. There was little difference in indications between Crohn's disease and ulcerative colitis except that perforation and massive bleeding did not occur in ulcerative colitis. Table 3 shows the indications in detail.
Type of operation and complications
Ileal disease: All patients with ileal disease had a conservative resection extending about 10 cm above apparent disease. The usual operation, which was to remove a small amount of right colon in continuity, was carried out in 51 cases. If the right colon was grossly diseased or there was an associated disease abscess, then a right hemicolectomy was added to the ileal resection (19 cases). End-to-end anastomosis was used in all cases. There was no operative mortality and 2 anastomotic leaks. The other significant problems were predominantly due to sepsis- (Table 4 ). Colonic disease: When surgery was necessary a policy was followed of proctocolectomy for non-urgent cases with gross rectal disease, but resection with anastomosis if the rectum was normal or minimally involved with ulcerative colitis. In urgent cases subtotal colectomy with ileostomy and mucous fistula was performed (Table 5 ). There were 7 postoperative deaths, all in patients over 50 (range 55-81). Three of these were in the 5 patients who had the Turnbull procedure. All ofthese patients were moribund when submitted to surgery and the 3 deaths occurred within 72 hours, from septicaemia. The other 4 deaths occurred after resection, one after elective proctocolectomy, one after urgent left hemicolectomy and 2 after urgent subtotal colectomy. Three were due to sepsis and one was due to a massive pulmonary embolus.
The overall mortality was 8% (1% in non-urgent, but 12% in urgent patients). The non-fatal complications were largely due to sepsis (Table 6 ). 
Discussion
Although the critera for operating on Crohn's disease may vary a little, most groups approach the possibility of surgery with some reluctance because of the risk of recurrence. For this reason the most usual indication for operation in Crohn's disease is the development of pressing symptoms or some complication. This dilemma is particularly pertinent in ileal disease where, despite the high recurrence rate, most patients develop obstructive symptoms of sufficient severity to require surgery5. In this series, complete obstruction was unusual but many patients required surgery for obstructive symptoms. As in other series, urgent presentations were less common and rarely mimicked appendicitis6.
Colonic inflammatory bowel disease of either type appears to be more readily managed medically5. The Mayo Clinic experience indicates that about 15% of patients with ulcerative colitis require surgical treat-ment7. The rate in our series accords more with that ofRitchie et al.8 at about 33%. This higher figure may be due to the relatively high number of emergency presentations seen. Crohn's colitis is more likely to need surgery than ulcerative colitis5'8 and this is confirmed in the present study. Surgery is rarely necessary in proctitis8'9.
We are able to confirm the previously reported low mortality and complication rate after resection for ileal Crohn's disease'0. The mortality after colonic resection is higher in the urgent case" and in the older patient9. The present series gives support to these points.
Complications in the immediate postoperative period are largely due to sepsis. This may defy control and lead to an early fatal outcome or may produce significant morbidity with wound, pelvic or subphrenic abscess formation. This accords well with the increased risk of sepsis demonstrated by others after operations for inflammatory bowel disease'2. In our limited experience, Turnbull's procedure of ileostomy and colostomy without resection'3 for severe colitis has been unsatisfactory and has been abandoned. However, the procedure was only used in patients who were very ill, so perhaps the judgment is over-harsh.
This study, like several others, makes the point that other than in the very sick and old, excision of inflammatory bowel disease is relatively safe8'9 4.
It is against this type of yardstick that the 'newer' operations such as stricturoplasty in ileal Crohn's disease'5 and pelvic pouches'6 in ulcerative colitis should be measured.
